and kaolin cephalin clotting time 61 s. Blood gases showed acidosis. Septic shock with multiple organ failure was diagnosed, treatment was started with benzylpenicillin, flucloxacillin, gentamicin, metronidazole and intravenous fluids, and she was transferred to the high dependency unit. She was transfused with packed red blood cells, fresh frozen plasma and platelets. There she continued to deteriorate, with severe DIC and features of adult respiratory distress syndrome necessitating ventilation. She was transferred to the intensive care unit where further fresh frozen plasma, platelets and packed red blood cells were transfused. The high vaginal swab and blood culture showed growth of group A beta-haemolytic streptococci. On the sixth postpartum day her condition was still worsening and ultrasound scan showed loculated fluid in the pelvis; therefore a laparotomy was thought necessary. At operation there was about one litre of straw-coloured free fluid in the abdominal cavity, and a 4 x 3 cm necrotic patch was seen on the posterior wall of the uterus. Total abdominal hysterectomy was performed uneventfully and postoperative care was continued in the intensive care unit with gradual improvement of her condition over twelve days. Histologically the uterus showed features of acute necrotizing inflammation with thrombophlebitis in myometrial venules.
On the sixteenth postpartum day the patient expressed bizarre thoughts and a psychiatrist diagnosed puerperal affective psychosis. As her physical condition had improved sufficiently, she was transferred to the psychiatric ward and three weeks later she was discharged home in satisfactory condition. COMMENT Epidemics of puerperal sepsis were responsible for about two-thirds of maternal mortality in the eighteenth and nineteenth centuries. The incidence and severity of these infections declined dramatically in the second part of the present century1, for reasons including decreased virulence of the infecting organisms, improved living conditions, greater attention to aseptic techniques and the use of antibiotics2. Recent reports have suggested a resurgence of virulent group A streptococci causing soft-tissue invasion, septic shock and DIC3-5. An epidemic of group A streptococcal infection occurred in Norway in 1987-19886. When it caused toxic shock syndrome it was labelled by the media as the 'killer bug', and when the presentation was necrotizing fasciitis the term was 'flesh-eating bacteria'7.
Some of the previous reports described hysterectomy as a part of the treatment4. None of the reports described puerperal psychosis as a complicating factor. It is difficult to establish the reason for the psychological disturbance in our case. Septicaemia, a long stay in the intensive care unit, hysterectomy at a young age, and lengthy separation from the child may have contributed, either alone or in combinations.
Maternal deaths have been reported from group A streptococcal infection complicated by DIC8. In pregnancy, DIC secondary to bacterial infection can progress in a fulminant manner. In the Report on Confidential Enquiries into Maternal Deaths in the United Kingdom 1994-1996, there Department of Obstetrics and Gynaecology, Northern General Hospital, Sheffield S5 7AU, UK Correspondence to: Hazem Gergis were ten deaths from sepsis after vaginal delivery and five were due to group A streptococcal infection. One of these women had a hysterectomy, and the specimen showed extensive haemorrhagic infarction; another woman died before onset of labour9. The common feature of all these cases, including ours, was insidious onset with rapid progress to septicaemia. Our report emphasizes the recommendations of the Report on Confidential Enquiries that puerperal sepsis is not a disease of the past and all health care professionals must be aware of this aggressive illness. A woman who has had an ectopic pregnancy is at excess risk of another. In a study of 347 cases of ectopic pregnancy, the repeat ectopic rate was 11.2% with a mean interval of 2.83 yearsl. However, in a small study of patients treated conservatively, the recurrence rate was only 5%2.
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CASE HISTORY
A 28-year-old multigravid woman reported six weeks of amenorrhoea and two days of abdominal pain and vaginal bleeding. On examination she was haemodynamically stable; the abdomen was tender, and the uterus was bulky with tenderness in the left fornix. A urinary pregnancy test was positive. At laparotomy a small leaking left distal ectopic pregnancy was seen and a left partial salpingectomy was performed; the right adnexa was noted to be normal. She recovered uneventfully and was discharged home on the fifth postoperative day.
At her eight-week follow-up visit she complained of right-sided abdominal pain, and on vaginal examination she was tender in the right adnexa. On admission the differential diagnosis was judged to be pelvic inflammatory disease, urinary tract infection or appendicitis. A transabdominal scan showed a normal-sized uterus with a 2 cm ill-defined echo-poor area by the right ovary, thought to be a small collection of fluid. She was afebrile and clinically stable. Treatment was started with intravenous erythromycin 200mg three times daily and blood samples were taken six days apart for measurement of beta human chorionic gonadotropin, which was 120 U/L rising to 170 U/L. Her abdominal pain settled and she was clinically well; but, in the absence of a definitive diagnosis, another laparoscopy was done on day seven. She had a haemoperitoneum of 200 mL and a right distal leaking ectopic pregnancy. A right partial salpingectomy was performed. Histological examination of both fallopian tubes revealed chorionic villi, confirming the ectopic pregnancies. There was fusion of the plicae in the left tube, consistent with chronic salpingitis, although she gave no history of such disease. COMMENT This seems to be the first reported case of ectopic pregnancies in two consecutive menstrual cycles. Because of the great rarity of this event, we did not initially consider the possibility.
Risk factors for ectopic pregnancy include pelvic inflammatory disease, the use of intrauterine contraceptive devices, sexually transmitted diseases3 and previous appendicectomy4. It is noteworthy that, although the patient gave no history of pelvic inflammatory disease, the Watford General Hospital, Vicarage Road, Watford WD1 8HB; 121 Devonshire Place, London WI N 1 PD; 2Homerton Hospital, London E9, UK Correspondence to: Mr L M Irvine, Consultant Obstetrician and Gynaecologist, Watford General Hospital, Vicarage Road, Wafford, Herts WD1 8HB
